setting, action planning, and self-monitoring (Duff et al., 2017; Michie et al., 2013) .
The self-management of LTC has been supported by peers (Canadian Agency for Drugs and Technologies in Health, 2013; Dale, Williams, & Bowyer, 2012; Tang, Funnell, Gillard, Nwankwo, & Heisler, 2011) , who are usually people with the same diagnosis or health condition as the people they assist (Carr et al., 2011; Lorig & Holman, 2003; van Ginneken et al., 2013) . Lay health workers (LHWs) as LTC self-management supporters are especially able to share values, socioeconomic status or cultural background and, in some cases, also the experience of LTC (Hunt, Grant, & Appel, 2011; Islam et al., 2015; South, Meah, Bagnall, & Jones, 2013) .
LHWs act as peer supporters, educators, role models, and community capacity builders (South et al., 2013) . LHWs have been shown to improve equity in health care services by reaching underserved people with a poorer health status (D. Shah & Patel, 2014; Walker & Jan, 2005) . There has been a wide variety of LHW training in terms of duration and methods (O'Brien, Squires, Bixby, & Larson, 2009; South et al., 2013) .
The effectiveness of LTC self-management interventions has been measured through individuals' knowledge, psychological state, behavior, and clinical outcomes (Dube, Van de Broucke, Housiaux, Dhoore, & Rendall-Mkosi, 2015) . Layled self-management programs for those with chronic conditions may improve short-term self-management outcomes, such as physical activity (PA) and self-efficacy (Foster, Taylor, Eldridge, Ramsay, & Griffiths, 2009 ). Previous systematic reviews of LHW interventions for diabetes found that (1) LHWs' roles in individuals' self-management counseling were diverse in their ways to support, educate, advocate, and facilitate and (2) interventions were partially effective in improving HbA1C levels and health behavior outcomes (Hunt et al., 2011; Little, Wang, Castro, Jimenez, & Rosal, 2014) . Carr et al. (2011) investigated connections between the implementation of interventions and their outcomes but found no firm relationships between them.
However, in this study we systematically reviewed previous LHW-led self-management interventions for adults with LTCs in terms of the implementation of interventions. The first objective was to investigate those characteristics of LHWs and their training that have been reported within the context of self-management. The second objective was to investigate the implementation of interventions. The third objective was to investigate what kind of relationships, if any, there are between intervention components and nutrition behavior (NB) and PA outcomes.
Method

Search Strategies and Selection Criteria
The present review was conducted according to standard systematic review methodology (Centre for Reviews and Dissemination [CRD] , 2009) and reported according to the PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) Statement (Liberati et al., 2009) . A systematic search for articles, reported full text in English (due to limited facilities and resources for translation) and published between 2010 and 2015, was undertaken in five databases between December 2015 and January 2016: Cochrane, MEDLINE, CINAHL, PsycINFO, and Web of Science. Search terms included Community Health Worker* OR Lay health* OR Lay supporter* OR Lay tutor* OR Advisor* OR counsellor* OR counselor* OR peer OR peer counsellor* OR peer counselor* OR peer-advisor* OR peer-coach* OR peer-counsellor* OR peer-counselor* OR peer-educator* OR peer-led* OR health trainer* AND self-management OR self-care. Both MeSH and free-text terms were used. The full search strategy is available from the authors on request.
One of the authors (MP) extracted the following data independently and discussed it with the other researchers (TK, KK) who were involved with study selection. Disagreements between reviewers were resolved by consensus. The following inclusion criteria were applied: adults as recipients; noncommunicable and somatic diseases or their prevention; LHW-led self-management intervention; organized by primary health care, community health center or corresponding organization; randomized controlled trials (RCTs) and quantitative trials. The exclusion criteria were the following: studies that reported outcomes of LHWs' own self-management; intervention was led by nontrained peer supporter; family interventions; cancer, HIV, asthma or mental health self-management interventions; review papers; study protocols; and papers presenting baseline results only (Figure 1) .
All the included studies deal with self-management of diabetes and cardiovascular diseases. Both diseases, as longterm somatic and noncommunicable conditions, can largely be prevented or treated by allied self-management activities covering certain daily behavioral and psychological actions taken by individuals. NB and PA are key self-management activities when dealing with type 2 diabetes and cardiovascular diseases on a daily basis (Donaldson & Rutter, 2017; World Health Organization, 2013) . In addition, there is a vital need for research with a scope that combines selfmanagement and prevention in both diabetes and cardiovascular diseases. The quality of the included studies was assessed using the 14-item checklist from the Manual for Quality Scoring of Quantitative Studies with a range of 0 to 28 points (MQSQ; Kmet, Lee, & Cook, 2004 ). The quality evaluation was conducted by the first author (MP), and the decisions have also been discussed with two other authors (TK, KK).
Analysis
The analysis of the first and second objectives concerned the contents of LHWs, their training, and LHW-led selfmanagement interventions. The interventions' components were classified according to their formats (e.g., group, individual, telephone, home visit), elements (e.g., lectures, PA classes; Davidson et al., 2003) , and BCTs (Michie et al., 2013) . The data were analyzed using content analysis (Schreier, 2012) by identifying the units of meaning, condensing them, and finally creating subcategories. Based on similar subcategories, eight main categories were composed: (1) characteristics of LHWs, (2) training of LHWs, (3) intervention delivery by LHWs, (4) theoretical background and guidelines of the interventions, (5) principles of implementation, (6) intervention formats and elements, (7) behavior change techniques, and (8) intervention management and mediators (Table 1) .
For the third objective of the review, self-management was investigated as a behavioral outcome of NB and PA in 13 original studies that measured them. The analysis was conducted by identifying the components and clinical measurements and their links to NB and PA. The data within these analyses were relatively narrow; however, they were eventually grouped according to their improvements in NB and PA and those groups were compared. This review describes and identifies the intervention features that indicate participants' behavior changes within the original studies.
All the following aspects in the fields of NB and PA and clinical measurements were manually coded and categorized in Microsoft Excel: the reported intervention formats and elements, such as delivery in group or individual sessions, telephone or online contact, and education lectures (Davidson et al., 2003) ; behavior change techniques (applied by Michie et al., 2013) ; intervention length and frequency; significantly improved and not improved self-management outcomes in terms of PA and NB; and clinical measurements.
This semiqualitative metric was developed in the current study to extract and investigate the links between intervention components and PA and NB. Additionally, there were a large variety of measurements used to assess PA, NB, blood lipids, and blood pressure as self-management outcomes, which were difficult to bring together. Therefore, all the tests that investigated similar items were classified as items of self-management (Table 2) in order to allow the data to be analyzed and for the results to be explained based on the study topic. All the results are based on the published study results, and no original study data or intervention material have been examined.
Results
Included Studies
The included studies (n = 40) originated from seven countries, most of them from the United States (n = 31). Twentynine studies examined self-management in diabetes, eight in cardiovascular diseases, and three in a risk of cardiovascular diseases. The included studies consisted of 22 randomized controlled trials and 18 other trials. The methodological quality of the studies ranged from 9 to 25 points, with a total possible MQSQ sum of 28 points (9-12 points, 5 studies; 13-20 points, 23 studies; 21-25 points, 12 studies; see Table 3 ). Points were typically subtracted due to an absence of randomization or blinding, or due to a lack of reporting about them. No original studies were excluded, since the focus of the review was on qualitative description of LHWs and interventions. Additionally, MQSQ does not set any score limits for the appropriate level of study quality.
The durations of the self-management interventions varied from 1 day to 24 months. The number of baseline recipients in all the included studies was 10,065 (female 55%) and follow-up 7,970, with a total attrition rate of 21%. The studies varied largely in their reporting. For example, in some articles the background, training, and duties of LHWs as well as intervention details were clearly presented, and in others they were not. Due to the high number of studies included in the current review, the original studies will be cited according to the numbers referred to in Table 3 .
Characteristics of LHWs and Their Training
The individual skills and characteristics often included having the similar health condition or experience of it as the participants had. (8, 10, 12, 16, 20, 21, 32, 38) LHWs came from the same community as the recipients did, (6, 8, 26) and some of them also had a professional background. (24, 26) Many of the studies were located in minority communities, therefore LHWs were often bilingual, combining, for example, Spanish and English. (11, 25, 27, 30, 31) Training educators were revealed to be health professionals, (7, 14) specialists, (1, 28) or university researchers. (25, 29) Training content consisted of using community resources, navigating health-care services, and organizational issues (5, 8, 9, 12, 16, 18, 20, 22, 29) (see Figure 2 ). Additionally LHWs' training also included themes of supporting effective self-management techniques, such as motivational, self-monitoring and measuring, (2, 4, 5, (7) (8) (9) 11, 12, (15) (16) (17) (18) (20) (21) (22) (23) 25, 28, 29, 33, 34, 37, 40) alongside clinical protocols, (8, 11, 16, 25, 34, 35) medication, (9, 20, 34) and self-care routines. (9, 16) The training elements varied from, for example, classroom activities (8, 28, 38, 40) to home visits. (9) The LHWs were also trained in research practices, (2, 5, 8, 12, 16, 25, 28, 38) protecting human subjects, (5, 18, 25) and cultural awareness. (5, 18) The number of LHWs within one intervention varied from 1 (14) to 41. (16) LHWs had multiple roles and duties related to intervention components. Between the education sessions, LHWs contacted participants to provide support or to answer their questions. (1, 7, 17, 25, 35, 39) They were also available for recipients' phone calls. (1) In a few interventions LHWs worked as equal members of health care teams. (5, 11, 12, 24, 27, 29, 30, 33, 34, 40) LHWs also collected research data, (1, 25, 31) contributed to intervention evaluations, (25) and acted as a team leader for a group of LHWs. (4, 26, 39) Some studies reported supervision provided to LHWs by program coordinators, (3) (4) (5) 8, 9, 20, 37) nurse care managers, (2, 3, 28) health care teams of community centers, (5, 37) and university professionals. (37) In some cases, LHWs were provided with a written manual to ensure consistency of delivery. (37, 38, 40) They consulted with health professionals on any serious symptoms or for measurements of recipients. (11, 12, 27, 32) 
Intervention Delivery of LHW-Led Interventions
Nearly half of the 40 studies reported no theoretical background for the intervention or program, (3, 4, 6, 9, 10, 12, 13, 16, (18) (19) (20) 24, 26, 27, (34) (35) (36) 39) , but some did (Table 4 ).
In eight studies the theoretical background was presented as a combination of two theories. (5, 8, 11, 23, 25, 33, 38, 40) The framework of an intervention's content or its components was often based on national guidelines and recommendations on diabetes, (1, 2, 5, 11, 12, 14, 15, 26, 27, 32, 35) hypertension, (8, 29) or cardiovascular diseases. (30, 39) Meetings usually took place in community centers and churches, often held at a convenient location to the recipients. (1, 2, 4, 22, 23, (25) (26) (27) 31) The length of sessions, when reported, ranged from 30 to 90 minutes. (26, 27, 29, 37) Group sizes varied from 2 (24, 38) to 25 (32) participants. In a few interventions the interaction frequency was based on the needs of peers and recipients. (2, 21) LHWs delivered educational activities for individuals or groups, including making action plans, motivating, problem solving, and self-management guidance with support given either face to face by telephone, (2, 4, 5, 7, 9, 10, 15, 17, 22, 24, 25, (27) (28) (29) 33, 34, 39, 40) or online. (32) Home visits were also conducted. (11, 17) Some of the LHWs assessed goals, (39) provided confidant information, (29) or helped patients to understand their long-term conditions and self-management. (2, 9, 25) Altogether, the studies reported 35 separate health behavior change techniques being applied ( Table 5) .
Recruitment of potential individuals to participate in interventions was conducted at hospitals, health centers, community centers, or churches, (6, 7, 8, 12, 15, 34, 35) or via the media, To train community volunteers to be health coaches websites, or seminars. (15, 22, 32) To ensure fidelity of program delivery, classes were monitored (16, 22) or audio recorded, (12) checklists were completed (21) or activity reports were submitted. (22) Interventions acted as bridges to local health and social services by encouraging participants to continue with their health care services. (3, 5, 6, 14, 16, 17, 18, 19, 21, 22, 28, 31, 37, 38, 39) Attrition prevention was performed by implementing makeup sessions, (31) providing cash incentives, stipends, or gift cards, (14, 19, 20, 37, 39) and making telephone support calls to recipients who did not attend the sessions. (18) 
PA and NB Outcomes in the LHW-Led Interventions
Statistically significant improvements (minimum of p < .05) in all self-management outcomes, including psychological, behavioral, and clinical outcomes, were reported in many studies. Because our review concentrated on behavior, the outcomes of PA and NB as self-management activities, and their links to clinical outcomes, are presented. Ten studies measured both PA and NB, and three studies measured only PA (see Table 6 ). Measurements of the studies were mostly pre-and posttest, with only two studies having follow-ups. (32, 37) Out of 10 studies that investigated both PA and NB, six reported both improved PA and NB, (7, 23, 25, (29) (30) (31) two reported improved NB, (21, 37) one reported improved PA, (17) , and one found no improvements. (15) NB-and PA-effective interventions were organized into groups, and four of these had additional individual activities. (7, 23, 25, 31) Their length varied from 2½ months (25) to 12 months. (30) Four of them provided activities weekly, and five had education lectures. Their number of identified BCTs were eight (29) or nine. (7, 25, 30) Three of the NB-and PA-effective interventions also improved clinical measurements such as HbA1c, (7, 23, 25) blood pressure, (23, 25, 29) blood lipids, (23, 29, 30) and weight loss, (7, 23, 29) and one (31) found no clinical improvements (Table 7) .
The current review also aimed to identify PA-and NB-effective interventions separately to get more accurate results concerning behavior change in LHW-led self-management interventions. In PA-effective interventions (7, 17, 23, 25, (29) (30) (31) (32) the number of applied BCTs varied from 3 to 15. In some of the interventions, group meetings were combined with individual face-to-face meetings, at recipients' homes, or via telephone. In PA-ineffective interventions (15, 21, 26, 33, 37) the intervention components were mainly similar to effective PA interventions, with two of them providing only individual meetings. The number of BCTs ranged from two to nine. Regarding the high number of applied BCTs, certain remarks appeared in terms of PA as a form of self-management activity. Self-monitoring, enhancing social support, hands-on activities, and self-efficacy support were mainly linked to improvements, whereas goal setting was linked to both improvements and no improvements. Increased PA was often related to positive effects on clinical measurements, but not in all cases.
In NB-effective interventions (7, 21, 23, 25, (29) (30) (31) 37) the number of BCTs was from three to nine, with some variations in techniques, theoretical backgrounds, and durations. In those studies, it was more likely that self-monitoring, goal setting, and motivation were used as BCTs. For example, information providing had been used not only in four studies where NB improved but also in both studies where no improvement Table 2 . Examples of Self-Management Outcomes Transferred to Self-Management Items.
Item of self-management
An example of original self-management measurement Physical activity (PA) Summary of Diabetes Self-Care Activities measure (7)a Moderate levels of physical activity 30 minutes per day at least 5 days per week (17) Physical Activity Scale for Elderly (21) Survey of Diabetes Self-Care Activities: Exercise (23) Minutes of daily physical activity (25) Questionnaire on physical activity (37) Nutrition behavior (NB)
Number of days to follow a diet (7) Amount of daily servings of vegetable and fruits (17) Survey of Diabetes Self-Care Activities: Nutrition (23) Following a healthy eating plan, eating fruits/vegetables (25, 30) Self-reported eating behavior (29) Questionnaire on nutrition (31,37) Blood lipids HDL (23, 30, 35) LDL (17, 30) Total cholesterol (23, 30) Triglycerides (30) Blood pressure Systolic (23, 25, 29) Diastolic (23) Note. HDL = high-density lipoprotein; LDL = low-density lipoprotein. a Superscript numbers refer to the reference numbers in the first column of Table 3 . was found. When measured alongside NB, many studies also found positive effects on clinical measurements. Nevertheless, despite the improved NB, blood pressure was more likely to increase than decrease.
Discussion
The current review found that LHW-led self-management interventions have potential in promoting self-management in LTC. The implementation of interventions varied widely.
Only about one third of the studies investigated NB and PA as indicators of behavior change, however, some of those that did had found positive outcomes. The findings show that LHWs were often themselves trained LTC patients, who were personally interested in acting as LHWs. This study restates the previous descriptions of LHWs (Hunt et al., 2011; South et al., 2013; South, Kinsella, & Meah, 2012) , who are considered to be trained peer workers, as having similar cultural, ethnic, or health backgrounds to their clients. LHWs' roles were identified as educators, supporters, opinion leaders, organizers, and acting as bridges between communities, professionals, and clients. Interventions typically encompassed empowerment, social support, and tailoring-oriented principles, and they varied widely in length, frequency, and components. For example, group sessions, education lectures, and individual appointments were common formats, whereas self-monitoring, goal setting, information providing, action plans, and social support were frequently applied BCTs. Similar formats and BCTs were often applied in effective as well as in noneffective interventions.
Characteristics and training of LHWs
Theories and guidelines behind the intervention
Experience with longterm conditions provided face to face, via telephone, online, at clinics or community centers or home visits.
Self-management intervention components and delivery by LHWs
Self-efficacy theory
Pre-established competencies, graduation
Ongoing mentoring Salaries or stipends
Volunteers Precede-proceed model The implementation of and reporting on both LHW training and LHW-led interventions diverged, as has been shown in previous studies (Hunt et al., 2011; M. Shah, Kaselitz, & Heisler, 2013) . A number of interventions lacked a theoretical background, or at least did not report one (Dale et al., 2012; Hunt et al., 2011) , which is a common issue in evidence-based health promotion. Implementation quality was assured in many interventions by providing continuous supervision during the intervention process (Hunt et al., 2011) . That can be considered as a way to empower LHWs to be self-management tutors, and also assist them in cooperating with each other. As a nonprofessional workforce, they may benefit from organizational support for their work.
Interventions often followed national recommendations or guidelines for particular LTCs, as well the program for chronic disease self-management (Lorig, Ritter, Ory, & Whitelaw, 2013) . However, the current review highlights self-management as a person's own activities and emotions for taking care of an LTC by, for example, setting and modifying goals, solving problems, relying on peer support, and action planning (also, Richardson et al., 2014) . It seems that part of the interventions emphasized lecturing and giving advice, while many interventions consisted of behavioral and emotional elements that supported self-management (also, Kaptein et al., 2014; Kawi, 2012; Lorig et al., 2013) . Effective self-management support should correspond to recipients' unique needs as well as assist individuals in strengthening their motivation and skills in coping in daily life with an LTC (Newbould, Taylor, & Bury, 2006) . However, participants who lack knowledge and others with low self-efficacy may fail to benefit from similar activities and support in improving their self-management. These demands have been responded to in many interventions by tailoring intervention activities according to individual participants' requirements.
This review had similar findings to previous work, in that LHW-led self-management interventions can be effective in HbA1c (Dale et al., 2012; Hunt et al., 2011; Little et al., 2014) , and in a few interventions in PA, NB, blood pressure, and blood lipids (Dale et al., 2012; Hunt et al., 2011) . Even though the same components and BCTs led to both Theories and models applied and reported n Transtheoretical model of change (7, 8, 11, 23, 29, 30, 33, 37, 38) 9 Social cognitive theory (1, 8, 14, 21, 38) 5 Chronic care model (22, 40) 2 Self-efficacy theory (31, 32) 2 Precede-proceed model (2, 28) 2 Socioecological model (5, 17) 2 Health belief model (33) 1 Self-management theory (15) 1
Principles and methods applied and reported n Individual-empowerment (17) (18) (19) 23, 25, 33, 34, (38) (39) (40) 10 Peer education principles (4, 8, 9, 23, 32, 39, 40) 7 Culture-sensitivity (11, 12, 14, 23, 33, 34) 6 Understanding of the context in which behavior changes take place (4, 8, 21, 23, 33, 30) 6 The active role of recipients (4, 12, 25) 3 Motivational interview (25, 30, 37) 3 Behavior change technique n Self-monitoring (3, 4, (6) (7) (8) (12) (13) (14) 16, 18, 19, 21, 22, 25, (27) (28) (29) (30) (31) (32) 37, 39) Taking clinical measurements: blood sugar and blood pressure (2, 6, 15, 16, 19, 28, 30, 39) Monitoring of symptoms and health behavior related to the assessed goals (4, 7, 28, 29) Using self-management monitors: blood glucose, blood pressure, and pedometers (12, 14, 22, 29, 30, 39) 24 Goal setting (3, 7, 8, 15, 16, (18) (19) (20) 21, 25, (27) (28) (29) (32) (33) (34) 35, 37, 38) 20 Information providing (6, 8, 11, 14, 15, 17, 19, 21, 22, 25, 28, (30) (31) (32) 17 Individual action plans to support health-related behavior (6, 10, 11, 14, 19, 20, 29, (31) (32) (33) 38, 39) 12 Enhancing participants' social support (6, 7, 15, 16, 18, 22, 23, 25, 29, 32, 40) 11 Practicing problem solving techniques (2, 6, 7, 15, 18, 19, 28, 29, 32, 37) 10 Possibilities to tailor intervention activities toward participants' personal needs (11, 14, 18, 28, 30, 31, 33, (38) (39) (40) 10 significant and nonsignificant outcomes, some preliminary but not robust links were observed. Group meetings and enhancing social support seemed to be particularly effective in improving PA. This reflects earlier findings (Greaney et al., 2017) and also highlights the need for social activities and for sharing motivation and feelings with LHWs and other recipients when improving one's PA. Furthermore, self-monitoring and hands-on activities and exercises as selfmanagement actions were more likely linked to both improved PA and NB. Regarding the findings of generally applied BCTs in PA interventions (Duff et al., 2017) , goal setting did not appear as an effective BCT at this time. However, in terms of behavior change interventions, only about one third of the studies measured NB and/or PA as an outcome of behavior change. In considerations of behavior changes among long-term patients, measuring their health behavior may provide beneficial knowledge on how patients manage with self-management in the context of their daily lives. Both research and clinical practice would benefit from this information. Thus, a particular intervention component does not consistently lead to improvements. First, identifying and understanding (Johnston et al., 2017) formats and BCTs and, second, applying them in self-management interventions are demanding processes, especially deciding how to maintain techniques based on recipients' unique needs, such as motivation or making action plans. When the training periods of LHWs last from days to months, it may have been challenging to learn the further ethos of the BCTs that were applied. In a portion of the interventions it remained unclear how the LHWs were trained in BCTs. Furthermore, based on the results of this study, it is possible that other intervention components, such as intensity (Palmas et al., 2015) , duration, and overall personal interaction between LHWs and participants may play a role in effective interventions.
Nevertheless, as this review suggests, LHWs may have particular potential in self-management interventions among cultural and lingual minorities due to their reciprocal ability to share culture and experiences. They may have the potential to not only increase vulnerable individuals' involvement in services but also to promote self-management and health behavior change.
Limitations and Strengths
The collected data enabled specific examinations of LHWled self-management interventions, yet the current study has its limitations. The study protocols differed, combining randomized controlled trial and trials with a variety of study participants. Due to the high variability and high numbers of different BCTs and self-management outcomes reported within the data, the evidence for making links between techniques and outcomes is limited. However, only the most prominent themes are presented in this article. The heterogeneity across interventions and outcomes may also lead to limitations in identifying the intervention components (Abraham et al., 2015; Johnston et al., 2017) and determining the results of this review, which itself contains reviews by Carr et al. (2011) and Little et al. (2014) . The recipients of the original studies often represented cultural or linguistic minorities or low-income groups, so the results may not be transferable to other groups. In addition, there may be a risk of language bias because the included studies had to be reported only in English (CRD, 2009) . Nevertheless, to our knowledge, the major studies regarding the topic have been conducted in an international context and reported in English.
This study has three primary strengths. First, it sets out a systematic synthesis of the characteristics and training of LHWs, the implementation and components of LHW-led interventions, and BCTs. The synthesis could serve as a framework for future research and clinical practice considering LHW-led self-management interventions. Second, it contains a number of original studies that provide robust data on LHW-led self-management interventions among people with diabetes and cardiovascular disease. Third, it presents preliminary links between intervention components and outcomes in the field of LHW-led self-management interventions. To our knowledge, there is currently only scant evidence of such a link.
Implications for Policy and Practice
LHW interventions, as a mode of health services for multiple groups of people, have the potential to improve self-management for those with diabetes, cardiovascular diseases and chronic conditions as well as assist in prevention. LHW-led services in self-management support may reach people who are vulnerable or underserved. However, to improve selfmanagement in LTC, systematic training in adopting and applying formats and BCTs should be provided to LHW candidates. In the future, an evidence-based standard for LHW training and interventions may be formulated for the field of LHW self-management interventions and their investigation. Such a standard, however, requires further research on its implementation.
Another suggestion for further research on self-management outcomes of LHW interventions would be to examine whether interaction frequency, meeting minutes, or group size have effects on self-management and, if so, what are the mechanisms that make them effective. A further line of study could determine how different combinations of intervention formats and BCTs interact.
Additionally, promoting recipients' self-regulation strategies or improving their psychological flexibility as stages of health behavior change may offer new ways to achieve goals in LHW interventions. In summary, the results of this review suggest that LHW-led self-management interventions for diabetes and cardiovascular diseases have been implemented in multiple ways, and these interventions have seemed to improve, at least partially, behavioral and clinical selfmanagement outcomes.
